SUMMMARY This study reviewed the case notes of 52 children diagnosed as suffering from hysterical conversion during admission to a paediatric teaching hospital over a 10 year period. The disorder was rare below 8 years of age and girls outnumbered boys three to one. Altogether 75% of the children presented during spring and summer; at the time of end of year exams and the beginning of the new school year. The presentation was usually polysymptomatic with gait disturbance being the main complaint in 36 children. Sensory abnormality, predominantly pain, was present in 40 children; this indicates a strong association between psychogenic pain and conversion disorder in children. At discharge 32 were completely recovered or had appreciably improved. There was a core group that presented particular difficulties with diagnosis and showed little positive response to treatment.
Hysteria persists despite changing social structures and by attempts to definel-3 or dispose of it. 4 The diagnosis can be an unrivalled test of a clinician's skill and belief in his judgment. Certainty is demanded and mistaken diagnosis threatens the doctor with exposure to the resentment of the patient and his or her family, the righteous censure of colleagues, and to humiliating and costly appearances in courts of law.5 Even in the most obvious case the diagnosis is seldom made without a certain uneasiness and reluctance.
Hysteria in childhood poses special problems as it is intimately concerned with the child in the family. Taylor has written extensively on the psychiatric aspects of childhood hysteria and sees three elements in its emergence. 6 7The child is oppressed by a predicament that is perceived as intolerable and from which there seems to be no escape. Relief appears in the form of a claim to illness that is managed and promoted by an ally: usually one or both parents. The final element is a model for the illness that may be obvious or obscure or may evolve during the child's dealings with doctors. This structure provides a means for recognition of the psychological forces at work but Taylor uncouples the psychological and the physical, seeing them as different independent 'domains' of the individual's existence. The emergence of organic disease is not seen as invalidating the hysteria.
This formulation, helpful as it is, in some ways provides rather cold comfort for the paediatrician dealing with a child who may be hysterical. Total exclusion of organic disease is usually demanded by parents (and often by psychiatrists) before psychiatric treatment can start. Additional misgivings arise from the notion that there is an infinite variety of manifestations of hysteria. Older studies of childhood hysteria are often not helpful as diverse entities such as anorexia, hypochondriasis, abdominal pain, headache, and anxiety were included alongside cases of conversion reaction.8 9 More recent studies have tended to be of small samples1( 1 l or principally to approach the subject from the psychiatric '2-15 The excess of female patients over males is a feature of adult hysteria but has also been seen in many previous paediatric studies. 10 14-16 18 The narrow age range at presentation is probably artefactual with children older than 13 being referred to adult hospitals. The important point is that there were only three children under the age of 8 years and none under 5 years. The dangers of the diagnosis of conversion disorder in the young child cannot be overstated and are well documented.20
Given that children in whom pain was the sole or predominant symptom were excluded from the present study (they were regarded as suffering from psychogenic pain disorder) the frequency and severity of pain as an associated symptom was striking. These children were heavily investigated. It is impossible from a retrospective study to say how many tests may have been avoided. Appropriate clinical investigation is one of the diagnostic criteria for conversion disorder and routine investigations have an important role in convincing the child and the child's allies that physical disease is not present. At times investigations had the opposite effect: the detection of minor abnormalities undermining rather than consolidating the diagnosis of psychological illness and precipitating a further round of investigation. Pressure for additional and often more invasive investigations arose and the institution of appropriate treatment was delayed. Sometimes the investigation provoked a worsening of the child's condition.
Two broad patterns of psychological disturbance appeared in the families. Firstly, there was a group that consisted of anxious families preoccupied with, yet fearful of, disease where illness was the prevailing means of communication. In one such family the little girl kept 'graves' marked with a cross for her cat, budgerigar, and both grandparents in the backyard. Her mother's only close friend had a child who had recently died of leukaemia. She was the youngest child and the mother would keep her home from school at the slightest premonition of illness. In another family, the father was a miner and each morning he would line up the mother and children and kiss them goodbye in case he was killed during the day's work. This sort of family often initially seemed 'normal' and tended to produce the most difficult cases. Secondly, there was a pattern of chaotic social circumstances that was exemplified by a family where the mother herself was the 'black sheep' of her family. She had three families with seven children from different alcoholic fathers. The index case, a 13 year old girl, presented with pseudoseizures, her brother was described as a 'young sociopath', and her sister was unmarried, pregnant, and 'antiestablishment'. In another family the parents argued openly and constantly at home, and the father continually threatened to leave to live with his girlfriend. He had attacked his wife after a visit to a local club and forced her to walk home dressed only in her underclothes. Despite their estrangement he had split open the head of his wife's boyfriend with a wooden pailing. The presenting symptoms in these children were usually more obviously 'hysterical' and the diagnosis more easily made.
A model was identified in only 28 (54%) of the group. This relatively low figure partly stems from the retrospective nature of the study but also, as Taylor warns,7 the model may arise from the long forgotten past or be stumbled upon in the course of the patient's encounters with the medical profession. The virtual absence of sexual abuse almost certainly reflects the lack of awareness of its frequency that prevailed for most of the years of the study. Even in the last years when it was actively looked for no definite cases were found.
The treatment given before arrival at this hospital shows the dangers when allies include doctors. The most dramatic example was the treatment of one child with hysterical sneezing: a 10 year old girl from a country town, who was the captain of her class at school. She was referred after two weeks of constant sneezing day and night. This was felt to be 'probably hysterical, but she appeared well adjusted, sensible and cooperative and the parents uncomplicated and also sensible.' Over two weeks treatment with promethazine, pentobarbitone, thioridazine, morphine, sodium cromoglycate, beclomethasone, and prednisone were tried with respite from the sneezing only during the hours of sleep. She was then taken to the operating theatre and had submucosal diathermy and antral washout to 'shock' her out of it. When this failed she was transferred.
The important aspects of the treatment in hospital included the use of the team approach provided by paediatricians, psychiatrists, and paramedical staff. In many of the children it was relatively easy to decide that no organic disease was present. For example, the little girl with intractable sneezing stopped on request so an artefact free electroencephalogram could be obtained and the sneezing immediately recommenced on its completion. A boy who was apparently paralysed and in a wheelchair was seen to kick a ball across the room. The 13 children who formed the difficult subgroup provided no such help. The presence of weakness, generalised limb pains, weight loss, and depression posed a wide differential diagnosis including malignancy and collagen vascular disease. Many were gaunt and miserable and seemed to be chronically ill. Ten children had had symptoms for more than two months before their admission, and when diagnosis was made they responded very slowly to treatment. Allies were readily recruited: there were entreaties such as 'surely an angiogram is indicated' appearing not infrequently in the notes from the more junior medical staff. Other staff found them obstinate and frustrating 'burping, inactive, wingeing, bored . . .' They were generally high achievers under strong pressure from the family to succeed at school and at sport. The illness provided relief from their obligations without the expression of open rebellion. Despite their long admissions only two were substantially improved at discharge. Briquet's words ofover 120 years ago seem disturbingly appropriate.24 'No illness is more difficult to cure than hysteria.... One quarter never recover or have the illness their entire lives. Some young girls who become hysteric before the age of 12 or 13 years are condemned to a lifetime of suffering, malaise and sometimes serious illness. They may spend a year or more in bed, completely incapacitated. They are always sick, abort easily, or ifthey go to term, give birth to more hysterics.'
Much can be made of the role of excessive investigation, contradictory medical opinions, and failure of early recognition of the problem in this sort of prolonged course. It may be equally argued that these children were sicker, their predicament worse, their allies stronger, and their nature more obstinate. Follow up is available on a number of them. The most severely affected girl who, after 72 days in hospital, was still unable to use her hands and would eat by putting her mouth to her plate, took part in a seven hour 'skatethon' several months later. Another immobile and debilitated girl was sent to her brother's property in the country where among the relatively primitive facilities she refused to take her antidepressant medication and made a complete recovery. This sort of cure can be related to a change in the structure of a predicament. Forty seven years ago Sheldon advocated two weeks convalescence by the seaside as part of the treatment of childhood hysteria.25 As Taylor says: 'It is not necessary, as it were, to remove the last straw that broke the camel's back in order to get the creature back onto his feet; any straw might do. '6 Perhaps in these apparently intractable cases early removal from hospital should be aggressively pursued.
The final question remains, as always, that of organic disease. No formal follow up has yet been attempted on this group. From the experience of Caplan17 and Stevens18 we would anticipate a low incidence of organic disease. In the time of the study one child returned with symptoms suggestive of temporal lobe epilepsy that were quite distinct from her initial conversion symptoms. No other cases appeared. It is of course possible that the return was to another hospital.
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